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Occupational therapy services in the acute care setting lower hospital readmission rates and 
increase patient functional outcomes. Specifically, occupation-based services have been found to be 
effective, individualized, and motivating for patients in the acute care setting. It is unclear though to the 
extent that occupation-based services are being provided as prior studies reveal that occupational therapy 
practitioners experience challenges in implementing occupation-based services in the acute care setting. 
This study examined the extent that occupation-based services are being provided in the acute care 
setting; what supports and barriers practitioners experience in implementing these services; and what, if 
any, strategies are used by practitioners to overcome perceived barriers. An electronic survey, guided by 
the Occupational Therapy Practice Framework (4th edition), was disseminated to occupational therapy 
practitioners with at least one year experience in an acute care setting. Descriptive analysis of the 45 valid 
surveys revealed that activities of daily living and health management were the most frequently addressed 
occupations in the acute care setting. Respondents indicated using various strategies to provide 
occupation-based services, however identified multiple barriers in the acute care setting, such as system 
policies and available resources, which negatively impacted consistent use of occupation-based services. 
One aspect of health management, not frequently addressed, was medication management, a critical factor 
in reducing hospital readmissions. Increasing focus on medication management creates an opportunity for 
occupational therapy to highlight its distinct role and value in the medically based acute care setting. The 
results of this study also have implications for entry level education and professional development as 
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Chapter 1: Introduction 
 In 2016, there were approximately 35.7 million hospital admissions across the United States with 
an average length of stay of 4.6 days (Freeman et al., 2018). Following hospitalization, adults may return 
home right away or may also be discharged to a variety of other settings such as inpatient rehabilitation or 
a skilled nursing facility (Mees et al., 2016). To prepare patients for discharge from the acute care hospital 
setting, rehabilitation services such as occupational therapy and physical therapy are provided to facilitate 
optimum functional independence (Yagi et al., 2017).  
Societal and Individual Implications of Hospitalization 
 Hospital admissions, and particularly readmissions, have implications for both the healthcare 
system and the individual. In the United States, healthcare spending is increasing annually. In 2019, the 
United States’ spending on hospital care increased 6.2 percent from 2018 with $1.2 trillion being funneled 
into hospital care (Centers for Medicare & Medicaid Services, 2020a). In total, this accounted for 31% of 
the nation’s health care spending, the largest spending category (Centers for Medicare & Medicaid 
Services, 2020b).  To offset the rising costs associated with hospitalizations, the 21st Century Cures Act 
of 2016 directed the Centers for Medicare and Medicaid Services (CMS) to evaluate the performance of 
hospitals over a three-year period (Centers for Medicare & Medicaid Services, 2021). Additionally, 
starting in 2019, the Hospital Readmissions Reduction Program (HRRP) required hospitals to increase the 
quality of their discharge programs to reduce readmission rates (Centers for Medicare & Medicaid 
Services, 2021). Furthermore, Section 3025 of the Affordable Care Act limited payments to Inpatient 
Prospective Payment System hospitals with too many readmissions (Centers for Medicare & Medicaid 
Services, 2021).  In addition to avoiding financial penalties, decreasing hospital readmission rates further 
adds to increased hospital operating revenues in other ways (Upadhyay et al., 2019). Upadhyay and 
colleagues (2019) examined the 30-day readmission rates for individuals with acute myocardial 
infarction, pneumonia, and heart failure. The authors noted that the management of patients with a 






diagnosis of acute myocardial infarction, in particular, is expensive for hospitals to treat resulting in 
hospital administrators wanting to avoid readmissions especially for patients with complex medical 
conditions. High-quality discharge planning, which can include individualized discharge plans, post-
discharge support, and medication management, are potential strategies to increase hospital operating 
expenses and prevent costs associated with treating the same patient repeatedly (Upadhyay et al., 2019).  
On an individual level, the costs associated with hospitalization can be burdensome. To help pay 
for health care, Americans have either private health insurance, which can be purchased through one’s 
employer or through other means, such as state health exchanges, or have public insurance, which comes 
in the form of Medicare, Medicaid, or other government-funded programs (Cohen et al., 2020). However, 
the Centers for Disease Control reported that in 2019, 10.3% of Americans, of all ages, did not have 
private or public health insurance, making access to health care more difficult and costly (Cohen et al., 
2020). The same report further indicated that 25.8% and 26.8% of uninsured individuals were classified 
as having poor and near poor health respectively (Cohen et al., 2020). It is unclear as to how the report 
classified poor and near-poor health individuals, but the data showed that it was predominantly 
individuals with a lower socioeconomic status that had increased health care costs, making hospital 
admissions and readmissions costly for individuals with a lack of insurance. Furthermore, hospital 
admissions and readmissions can result in poorer individual health outcomes. For example, nosocomial 
infections, developed during a hospital stay, are often seen within 48 hours after admission (Trubiano & 
Padiglione, 2015). Nosocomial infections such as ventilator-associated pneumonia, central line-associated 
bloodstream infection, and nosocomial urinary tract infection (catheter-associated urinary tract infection 
and catheter-associated asymptomatic bacteriuria), are related to increased mortality, morbidity, and 
length of hospital stay (Trubiano & Padiglione, 2015). In Europe and the United States in 2015, the 
prevalence of nosocomial infections was reported to vary between 9-37% in intensive care units 
(Trubiano & Padiglione, 2015). Nosocomial infections can take up to 10-14 days to treat, resulting in 
potentially longer hospital stays and higher costs for patients. In addition to positively impacting hospital 






revenues, proper discharge planning may also benefit health care consumers by avoiding additional costs 
for duplicate or extra medical care potentially caused by nosocomial infections.  
The Role of Occupational Therapy  
 The focus of occupational therapy is promoting participation in daily life for individuals, groups, 
or populations through the use of everyday activities (or occupations) both as a therapeutic means or 
modality and a desired outcome (American Occupational Therapy Association [AOTA], 2020).  The 
Occupational Therapy Practice Framework, fourth edition, (OTPF-4), is a practice document that outlines 
the domain and process of the profession. The profession’s domain is identified as occupations, contexts, 
performance patterns, performance skills, and client factors as areas of concern for occupational therapy 
practitioners in the provision of services (AOTA, 2020). The occupational therapy process includes 
evaluation, intervention, and outcomes.  Occupational therapy practitioners possess skills in activity 
analyses, therapeutic use of self, client-centered care, and evidence-informed professional reasoning. An 
important aspect of professional reasoning involves the utilization of theoretical principles and models 
(AOTA 2020). Unique to the occupational therapy profession is the use of occupation-based theoretical 
models, which consider the transactional relationship between the person, group, or population, the 
occupation being performed, and the context within which the occupation is performed (Cole & Tufano, 
2019). For example, the Person-Environment-Occupation Model (Law et al.,1996) is an example of a 
relevant occupation-based model used by practitioners to guide their clinical reasoning in a hospital-based 
setting (Maclean et al., 2012). One of the main cornerstones of the profession is addressing and using 
occupation as a primary modality during the therapeutic process (AOTA, 2020). Practitioners gather 
pertinent information about clients’ meaningful occupations, context, occupational goals, and supports 
and barriers in order to establish an occupational profile as the first step of the evaluation process (AOTA, 
2020). Approaches used by occupational therapy practitioners to promote health, well-being, and 
participation include establishing or restoring, modifying or adapting, maintaining, and preventing loss of 
function. Specific interventions used by occupational therapy practitioners are categorized as occupations 






and activities, interventions to support occupations, education and training, advocacy, group 
interventions, and virtual interventions (AOTA, 2020).  
Significance to Occupational Therapy 
According to the 2018 executive summary by the National Board for Certification in 
Occupational Therapy (NBCOT), nationally, 13.2% of occupational therapists worked in acute care. This 
was the fifth largest practice setting for those occupational therapists surveyed who worked with 
individuals with varying diagnoses. The 2017 National Board for Certification in Occupational Therapy 
executive summary revealed that 5.2% of occupational therapy assistants also worked in the acute care 
setting. This was the sixth largest practice area among occupational therapy assistants surveyed. 
Occupational therapy provides a unique perspective in acute hospital settings through its emphasis on 
functional outcomes and patient’s abilities to safely perform activities of daily living (ADLs; Hopkins et 
al., 2017; Weinreich et al., 2017). Of significance, a retrospective study by Rogers et al. (2017) looked at 
the spending of services within hospitals and the correlation to readmission rates of patients with certain 
conditions such as heart failure, pneumonia, and acute myocardial infarction. The authors found that 
occupational therapy was the only service that provided a statistically significant association between 
increased spending and decreased readmission rates of patients. Freburger et al. (2020) also conducted a 
retrospective study looking at patients hospitalized for pneumonia. They found that patients who received 
more visits from occupational therapy, as well as physical therapy, were less likely to be readmitted to the 
hospital 30 days after discharge. In addition to decreasing readmission rates, case management within 
occupational therapy also helped reduce per capita costs in hospitals by reducing lengths of stay, reducing 
complications of chronic disease, and increasing patient education (Woodward & Rice, 2015; Tomoaia-
Cotisel et al., 2016). This also included high-quality discharge planning involving individualized patient 
plans (Upadhyay et al., 2019).  
Of significance, despite finding that occupational therapy services in acute care settings reduce 
overall costs and improve patient outcomes, examination of patient records revealed that 72-79% of 






patients did not receive occupational therapy services (Rogers et al., 2017). Furthermore, out of the 
$11,700 hospitals spent, on average, per patient visit, (Freeman et al., 2018), only $12-$20 was spent on 
occupational therapy services (Rogers et al., 2017).  An observed trend is that physical therapy was often 
a major part of the interdisciplinary team while occupational therapy was not (Weinreich et al., 2017). 
Barriers to the utilization of occupational therapy services in the acute care setting may include decreased 
staffing with subsequent large patient caseloads and lack of adequate time to work with patients (Britton 
et al., 2015). Additionally, lack of appropriate referrals to occupational therapy was also reported (Britton 
et al., 2015).  
Occupational therapy services were found to reduce hospital readmissions through early mobility 
programs that address cognition and participation in meaningful occupations (Roberts & Robinson, 
2014). Weinreich et al. (2017) found that patients receiving occupational therapy services such as ADL 
training, upper extremity exercises, and family education in the intensive-care unit experienced increased 
functional outcomes upon discharge. Furthermore, the inclusion of occupational therapy in the intensive 
care unit improved delirium for those receiving services. Lastly, occupational therapy interventions were 
deemed to be safe and feasible in the intensive care setting (Weinreich et al., 2017). 
In addition to providing interventions to improve functional independence, occupational therapy 
practitioners in the acute care setting also educate patients and their caregivers on safe practices for fall 
prevention (Leland et al., 2015), navigating their home and completing their daily routines (Rogers et al., 
2017), and providing strategies for medication management to promote high-quality discharge planning 
(Upadhyay et al., 2019). This may include recommendations for and training in relevant adaptive 
equipment to optimize a patient’s independence and safety once they return home (Rogers et al., 2017). 
Occupational therapy practitioners also consider the patient’s environment and occupational therapy 
home assessments have been shown to reduce patient fall risks after discharge (Johnston et al., 2010). Of 
importance, occupational therapy services that are occupation-based have been found to be more 
effective, individualized, and motivating to patients in the acute care setting (Murry et al., 2020).   







 There is evidence that supports occupational therapy’s role in optimizing functional outcomes of 
patients in acute hospital settings (Murry et al., 2020) and reducing overall healthcare costs (Freburger et 
al., 2020; Rogers et al., 2017). However, due to decreased hospital spending on occupational therapy 
personnel and services (Rogers et al., 2017), not every patient who could potentially benefit from 
occupational therapy is receiving services. Additionally, when occupational therapy services are provided, 
practitioners are tending to use more of a biomedical approach as opposed to an occupation-based 
approach, the latter which was found to improve patient motivation and outcomes (Murry et al., 2020). 
Occupational therapy practitioners working in acute care settings reported feeling disconnected from 
occupation-based theory and client-centered practice (Britton et a., 2015) thereby potentially further 
reducing the benefits of occupational therapy services provided in an acute care setting.  
 Since the 1980s, the occupational therapy profession has been attempting to shift the focus of 
services away from a mechanistic medical model back to a focus of valuing and using occupation-based 
services (Cole & Tufano, 2008). Given the significant number of occupational therapy practitioners who 
work in acute care (NBCOT, 2018; NBCOT, 2017) and the evidence that supports the benefits of 
occupation-based practice in this setting (Murry et al., 2020) it is important to explore and understand 
current occupational therapy practice in the acute care setting. There is currently limited research 
exploring occupational therapy practitioners’ utilization and perceptions of occupation-based services in 
an acute care setting, especially in the United States. Additionally, understanding how practitioners 
overcome barriers to occupation-based services in the acute care setting by identifying strategies that may 
increase the use of occupation-based practice may in turn further improve patient outcomes, reduce 
hospital spending, and support the role and utilization of occupational therapy in the acute care setting.  
Purpose of the Study 
The purpose of this study was to gain a better understanding of current occupational therapy 
practice within acute hospital settings in the United States. Due to limited research, it was unclear if 






occupational therapy practitioners in acute care settings were incorporating the use of occupation-based 
client-centered services into practice. Furthermore, what, if any, barriers negatively impacted the 
provision of occupation-based services by occupational therapy practitioners in acute hospital settings and 
what strategies have been effective in overcoming these barriers to help other practitioners working in 
acute care settings overcome similar barriers and to promote occupation-based practice was also unclear 
due to limited research.  
Research Questions 
1. To what extent are occupational therapy practitioners providing occupation-based services in 
acute care settings?  
2. What facilitates or supports occupational therapy practitioners’ ability to provide occupation-
based services in acute care settings? 
3. What, if any, barriers impact occupational therapy practitioners’ ability to provide occupation-
based services in acute care settings?  
4. How are occupational therapy practitioners addressing perceived barriers to occupation-based 
practice in acute care settings?  
Terms to Define  
Activities of daily living (ADLs): Activities related to taking care of one’s body including tasks such as 
bathing, toileting, and dressing (AOTA, 2020).  
Acute care: A form of healthcare delivery that treats unexpected medical events or ones that require 
immediate intervention encompassing emergency medicine, trauma care, critical care, and short-term 
hospital medical stabilization (Hirshon et al., 2013).  
Client-centered practice: An approach to service that actively involves the clients in the therapy process 
by focusing on the knowledge, experiences, autonomy, ability to choose, and strengths of the client 
(Schell and Gillen, 2019).  






Context: “Construct that constitutes the complete makeup of a person’s life as well as the common and 
divergent factors that characterize groups and populations. Context includes environmental factors and 
personal factors” (AOTA, 2020, p. 76). Environmental context looks at factors such as the natural 
environment, products and technology, and support and relationships. Personal context looks at factors 
such as age, race, and gender identity. Contextual factors impact a person’s choice and engagement in 
occupations.  
Health management: “Activities related to developing, managing, and maintaining health and wellness 
routines, including self-management, with the goal of improving or maintaining health to support 
participation in other occupations” (AOTA, 2020, p. 77). 
Instrumental activities of daily living (IADLs): “Activities that support daily life within the home and 
community and that often require more complex interactions than those used in ADLs” (AOTA, 2020, p. 
78). 
Occupation: “Everyday personalized activities that people do as individuals, in families, and with 
communities to occupy time and bring meaning and purpose to life. Occupations can involve the 
execution of multiple activities for completion and can result in various outcomes. The broad range of 
occupations is categorized as activities of daily living, instrumental activities of daily living, health 
management, rest and sleep, education, work, play, leisure, and social participation” (AOTA, 2020, p. 
79).  
Occupation-based: “Characteristic of the best practice method used in occupational therapy, in which the 
practitioner uses an evaluation process and types of interventions that actively engage the client in 
occupation (Fisher & Marterella, 2019)” (AOTA, 2020, p. 79).   
Occupational therapy practitioner: Occupational therapists and occupational therapy assistants 
(American Occupational Therapy Association, 2015).  






Performance-based assessment: When a patient performs a task simulating an everyday activity with an 
evaluator using “behaviorally based measures to quantify different aspects of functional capacity” 
(Loewenstein & Acevedo, 2010, p. 98). 
Delimitations 
 One delimitation of this study was respondents must have been occupational therapy partitioners 
working in the acute care setting at the time the study was conducted. This may have excluded 
practitioners who have many years of experience in acute care but were no longer working in the setting 
at the time of the study. Another delimitation was surveying practitioners who practice in the United 
States. The framework of this study is based on the OTPF-4, which was designed by the American 
Occupational Therapy Association, therefore limiting the generalizability to global occupational therapy 
practice.   
Limitations 
 The recruitment procedure for this research study utilized sampling techniques that resulted in a 
majority of respondents practicing on one region of the country, limiting the generalizability to 
occupational therapy practice in the entire country. Furthermore, this research study was conducted 
during the COVID-19 pandemic where aspects of acute care practice may have changed due to health and 
safety protocols. It was unknown if respondents took the pandemic into consideration while evaluating 
their use of occupation in their practice potentially creating difficulty to generalize the results to 













Chapter 2: Literature Review 
In order to understand occupation-based services, its outcomes and use by practitioners, and 
occupational therapy services in an acute care setting, the following topics were explored through this 
literature review:  
1. Occupation-based services  
2. Occupational therapy services in acute care 
3. Benefits of occupational therapy services in acute care 
4. Occupation-based services in acute care 
Occupation-Based Services  
 As defined in the OTPF-4 (AOTA, 2020), occupation-based practice is considered best practice 
and is when a practitioner actively engages a client in occupation as part of the occupational therapy 
evaluation and intervention process (Fisher & Marterella, 2019). Powell et al. (2016) conducted a 
systematic review to identify how effective occupation (or activity) based interventions were in enhancing 
everyday engagement for clients diagnosed with a traumatic brain injury (TBI).  A qualitative analysis of 
19 studies revealed five themes that related to approaches that improved occupational participation. The 
inclusion of occupational therapy as part of the multidisciplinary team, in addition to community-based 
rehabilitation programs, were found to help improve occupational performance, daily life functioning, and 
community reintegration (Powell et al., 2016; Geurtsen et al., 2010). Additionally, incorporating client-
centered goals and relevant contexts into the occupational therapy process in conjunction with 
occupation-based interventions improved occupational performance for individuals after a TBI. (Powell et 
al., 2016).  In particular, Kendrick et al. (2012) found it especially effective to address functional 
limitations as directly related to the person’s context or environment. This trend was seen across practice 
areas such as outpatient hospitals, day hospitals, home health, and community-based settings. (Powell et 
al., 2016). Another theme identified related to services that focused on social skills training with clients to 
promote social participation and community reintegration. Finally, an emphasis on community mobility 






was found to be an important aspect of activity-based intervention, and though the evidence was limited, 
training in virtual reality driving and the use of landmarked-based directions, both within the scope of 
occupational therapy practice, helped improve skills that could enhance meaningful community 
reintegration (Powell et al., 2016). Other researchers found similar results in the effectiveness of 
occupation-based services for people who sustained a TBI (Park et al., 2015; Rahja & Jolliffe, 2018). Park 
et al., (2015) found that, specifically, occupation-based cognitive rehabilitation to be effective in 
increasing ADL performance as well as mental functions, values, beliefs, and spirituality. Rahja and 
Jolliffe (2018) also support the use of activity-based interventions to increase occupational and social 
participation for people with a TBI.  
 Nielson et al. (2016) conducted a systematic review exploring the short- and long-term 
effectiveness of occupation-based services specifically for older adults living at home. They concluded 
that occupation-based interventions produced short-term effectiveness in ADL, instrumental activities of 
daily living (IADL), and client-identified deficits in performance. This was especially true for those with 
a diagnosis of stroke, Parkonson’s disease, and chronic health problems, as well as those at risk for 
disability. Skubik-Peplaski et al. (2017) specifically examined the effectiveness of occupation-based 
interventions and repetitive task practice for clients who had experienced a stroke. They concluded there 
was increased client engagement when occupation-based interventions were used due to the 
meaningfulness attached to them by clients (Skubik-Peplaski et al., 2017). Furthermore, they found 
occupation-based interventions promoted enhanced functional use of the affected upper extremity as 
compared to strictly repetitive task practice (Skubik-Peplaski et al., 2017).  
Occupation-based services have been found to be effective across various literature with people 
who have had a stroke. Specifically, Wolf et al. (2015) completed an evidence-based review and 
concluded that there is evidence to support the use of occupation-based services in facilitating 
independence in ADLs however were unable to generalize findings to other areas of occupation due to 
gaps in the literature. Occupation-based services have also been found to be effective in other settings 






such as community-based occupational therapy (Orellano et al., 2012). Occupation-based services 
promote improved occupational performance of IADLs such as home maintenance, food preparation, 
shopping, community mobility, and financial management, especially for older adults over 80 years of 
age, who were vulnerable to functional decline (Orellano et al., 2012).  
 Wong et al. (2018) examined the perspectives of occupational therapy practitioners related to the 
provision and integration of occupation-based interventions in a post-acute care setting. Six 30-60-minute 
focus groups were held to gather qualitative data about the experiences of practitioners from different 
regions in the United States who worked in different post-acute care settings (such as skilled nursing 
homes, inpatient rehabilitation, and home health). Data analysis revealed three main themes. The first was 
the importance of developing an occupational profile where information was gathered about a person’s 
habits, roles, routines, and meaningful occupations, either from the person themselves or family as 
needed. Participants emphasized how important this information was in being able to provide client-
centered, occupation-based services. For example, one participant shared how they were able to include 
meaningful occupations into treatment sessions for a client who was a seamstress. The second theme 
related to the importance of incorporating occupation-based interventions into treatment sessions. 
Participants explained how they try to incorporate meaningful activities into their interventions as 
opposed to just working with clients in a therapy gym. One participant shared that sessions do not always 
have to occur in the therapy gym, they can occur in the client’s room. This provided opportunities for 
more use of occupation-based activities as opposed to non-occupation-based exercises in the gym. 
Furthermore, another participant shared how they used a graded cooking activity, which was a meaningful 
occupation to their client, instead of doing exercises in the gym to address their client’s goals. This echoes 
the results of Hess-April et al. (2017) who found that occupational therapists had positive views regarding 
occupation-based services in a tertiary hospital setting across multiple populations. However, participants 
also identified that there were barriers to providing occupation-based interventions including a lack of 
facility resources and difficulty documenting sessions due to restrictive options in documentation systems 






(Wong et al., 2018). Finally, the third theme encompassed preparing clients for discharge and beyond. 
Participants shared how they established discharge and community reintegration occupation-based goals 
early, at the beginning of the evaluation process even though they were working with the client in a 
rehabilitation facility. Participants noted that establishing these goals early on assisted with facilitating a 
client’s occupational engagement during inpatient rehabilitation. 
Occupational Therapy in Acute Care   
Roles  
Several studies sought to understand occupational therapy roles and practice in an acute care 
setting. Britton et al. (2015) conducted a scoping review of the literature and analyzed 34 studies that fit 
their inclusion criteria. The predominant role for occupational therapists working on an interdisciplinary 
rehabilitation team in the acute care setting was their focus on occupation. However, the term 
“occupation” was found to often cause confusion as it was not well understood amongst other disciplines 
(Britton et al., 2015; Wilding & Whiteford, 2008). The use of the word “function” created more of an 
understanding between disciplines and the role of occupational therapy (Wilding & Whiteford, 2008). 
Due to this confusion, Britton et al. (2015) emphasized that there was a need for therapists to demonstrate 
their use of occupational therapy philosophy in their everyday practice. Another predominant role for 
occupational therapy in acute care was discharge planning (Britton et al., 2015; Wong et al., 2018). 
Smith-Gabai (2016) specifically explored therapists’ clinical reasoning in relation to discharge planning. 
Four to five focus groups, along with initial and exit questionnaires, were used to collect the perceptions 
of 14 occupational therapists working in an acute care setting. Participants saw their role in discharge 
planning in a variety of ways including advocating for patients, having a holistic view of discharge, and 
providing a client-centered outlook when working with the interdisciplinary team (Smith-Gabai, 2016). 
Much of the role of occupational therapists is centered around facilitating optimal functional 
independence to meet the requirements for wherever the patient was being discharged to. This included 
recommending home modifications and durable medical equipment, assessing safety risks, and providing 






family education. Participants reported taking a holistic approach and looking at factors such as function, 
cognition, and safety and contextualizing exercises used by other disciplines, such as physical therapy, 
into function. Britton et al. (2015) also found that occupational therapists are frequently involved with 
patient and family collaboration in preparation for discharge. Smith-Gabai (2016) found that therapists 
perceived professionalism and advocacy as an important aspect of their role in order to effectively 
communicate with case managers or recommend continuation of occupational therapy services after 
discharge from the hospital. Therapists reported experiencing challenges associated with their role in 
discharge planning in an acute care setting such as perceiving that their documentation was not being 
fully read and that more merit was given to physical therapy recommendations as opposed to occupational 
therapy. To overcome these barriers, participants found they had to improve their communication skills 
and use more “descriptive language,” Smith-Gabai (2016, p. 215), to explain occupational therapy’s 
distinct role in discharge planning.  
There were various factors that impacted occupation-based practice in acute care. One factor was 
the difference between novice and experienced occupational therapists. More experienced therapists 
tended to produce more thorough assessments than novice therapists (Crennan & MacRae, 2010). 
Developed clinical reasoning and decision-making skills were important when working in this setting, 
especially during the discharge planning process (Blaga & Robertson, 2008). Additional skills such as 
time management have also been identified as being helpful in handling the fast-paced expectations of the 
acute care setting (Griffin & McConnell, 2001). Studies have found that novice therapists in acute care 
benefit from supervision from more experienced therapists (Cusick et al, 2004; Griffin & McConnell, 
2001). The level of supervision provided to new graduates has also been found to influence the retention 
of therapists in this setting as well as the development of an understanding of the role of occupational 
therapy in the acute care setting (Craig et al. 2004; Cusick et al., 2004). Additionally, fostering 
relationships with members of professionals from other disciplines has been found to increase the 
understanding of occupational therapy in the acute care setting (Craig et al., 2004; Wilding, 2008).  






Evaluation and intervention 
Several systematic reviews investigated the evaluations and interventions used by occupational 
therapists in an acute care setting. Cuevas-Lara et al. (2019) completed a systematic review of 
randomized control studies to examine the effectiveness of occupational therapy programs for 
hospitalized adults aged 65 and older in the Acute Geriatric Unit, intensive care unit, orthogeriatric unit, 
and the emergency room. During the evaluation process, various tools were used to assess ADL function 
such as the Functional Independence Measure, Barthel Index, Klein-Bell ADL Scale, and Functional 
Measurement Tool. Other client factors assessed during the evaluation process included delirium, 
cognitive functioning, grip strength, quality of life, self-confidence, pain, and anxiety (Cuevas-Lara et al., 
2019). Home and environmental assessments were also aspects of the occupational therapy process 
(Hagsten et al., 2004). Another systematic review conducted by Weinreich et al. (2017) examined 10 
studies and identified the Mini Mental Status Exam, Functional Independence Measure, Barthel Index, 
and the I-MOVE mobility score as assessment tools used during the evaluation process. Interventions 
utilized by occupational therapists in the acute care setting included ADL re-education and training, 
positioning, cognitive retraining, family or caregiver education (Cuevas-Lara et al., 2019; Weinreich et 
al., 2017), sensory stimulation, adaptive device prescription and training (Cuevas-Lara et al., 2019) and 
upper extremity exercises (Weinreich et al., 2017). For those patients who received ADL retraining, ADL 
functional outcomes increased among the various intervention groups (Weinreich et al., 2017). A 
common trend found in most studies was that occupational therapy interventions that addressed mobility, 
ambulation, and exercises were “not differentiated from PT” (Weinrich et al., 2017, p. 209). This made it 
difficult for researchers to specifically draw conclusions about the effectiveness of occupational therapy 
interventions in acute care versus those provided by other disciplines (Weinreich et al., 2017).  
Benefits of Occupational Therapy Services in Acute Care  
Rogers et al. (2017) examined which hospital services could improve patient quality of care and 
thereby lower patient hospital readmission rates. The authors examined Medicare claims and the 30-day 






readmission rates for individuals aged 65 and older who were hospitalized with heart failure, pneumonia, 
and acute myocardial infarction. They looked at an extensive list of hospital services, to include lab, 
pharmacy, and rehabilitation, and which services received additional spending. They found that 
occupational therapy was the only service area where there was a statistically significant difference 
associated with increased spending and lower readmission rates, even though a low percentage of 
participants received occupational therapy services. The authors concluded that increasing spending on 
occupational therapy could improve patient quality of care and decrease hospital readmission rates 
without significantly increasing overall hospital spending. Freburger et al. (2020) also found that 
increased visits from occupational therapy and/or physical therapy decreased the number of 30-day 
readmissions for adults with a primary or secondary diagnosis of pneumonia or influenza. Additionally, 
despite having difficulty identifying interventions specific to occupational therapy, Weinreich et al. 
(2017) concluded that there are various benefits to receiving occupational therapy services in acute care 
which include improved delirium, need for less sedation, increased strength, increased function, and 
decreased length of stay.  
Occupation-Based Services and Acute Care  
A scoping review by Murray et al. (2020), examined 24 studies completed between the years 
2006 and 2016 to understand the use of occupation-based services by strictly occupational therapists in an 
acute care setting. The authors specifically wanted to focus on studies that explored occupational 
therapists' use of the profession’s “contemporary paradigm” (p. 2) in acute care practice, the philosophical 
belief that engaging in occupation supports health and well-being. Thematic analysis revealed four themes 
consisting of: valuing but not implementing occupation, the importance of occupation-based practice, the 
benefits and challenges to an occupation-based approach, and strategies to support contemporary 
approaches and occupation-based practice. The authors found that occupation-based practice was valued 
by occupational therapists with 73% of those surveyed reporting that occupation-based practice is 
essential (Aguilar, 2013). However, there was a gap in the literature regarding to what extent occupation-






based practice was implemented in an acute care setting. According to Rogers (2007) 80% of the time 
occupational therapists saw patients, impairment-based preparatory techniques were used with the aim of 
achieving occupational performance as an end goal. Di Tamiso et al., (2016) similarly found that 
occupational therapy graduate students perceived that the use of specific occupation-based interventions 
were not always needed if the end goal was occupational performance.  
Though the use of occupation as an intervention was not always prioritized, Murray et al. (2020) 
found that occupational therapists perceived benefits to the use of occupation-based practice. These 
included a stronger professional identity, increased satisfaction with their work, increased connection to 
the underlying philosophy of the profession, and increased feelings of belonging on an interdisciplinary 
team. Occupational therapists also perceived occupation-based practice to be more motivating, effective, 
and meaningful to patients as well as their families (Murry et al., 2020). 
Despite the benefits, the hospital’s physical environment and culture created challenges in 
providing occupation-based practice (Murray et al., 2020). There were sometimes limited resources and 
space within the acute hospital setting to provide occupation-based services. The artificial nature of the 
physical environment (Estes & Pierce, 2012) and an emphasis on discharge (Britton et al., 2015; Keesing 
& Rosenwax, 2011) negatively impacted the use of occupation-based services. A review conducted by 
Britton et al. (2015) found occupational therapists felt significant pressure when making discharge plans. 
They reported feeling that there was an emphasis on rapidly discharging patients in order to minimize 
health care costs (Crennan & MacRae, 2010; Holm, 2012). Britton et al. (2015) also reported that 
occupational therapists felt that they received referrals too late and that patients were already medically 
stable and ready to be discharged by the time they were seen by occupational therapy.  This placed more 
time pressure on therapists to evaluate patients’ readiness for discharge, thus delaying the discharge 
process. A qualitative study by Britton et al. (2016) found that occupational therapists in acute care found 
it difficult to create a schedule for themselves due to not knowing if and when they would get referrals. 
Estes and Pierce (2012) noted that providing occupation-based services in acute care was challenging and 






time consuming due to the contextual barriers of the hospital setting. Furthermore, due to not being 
assigned to one ward, occupational therapists reported having to travel throughout all hospital wards 
further creating constraints on their time (Britton et al., 2016). Documentation was seen as a challenge for 
occupational therapists due to its time-consuming nature and difficulty accessing the patient information 
they needed. This, along with difficulty accessing needed resources and space made it difficult for them to 
provide efficient and occupation-based services (Britton et al., 2016). Participants expressed frustration at 
not being able to use the unique perspective of occupational therapy to its full potential within the acute 
care setting. One participant reported that it takes a lot of time to bring a patient into the kitchen to work 
on meal preparation if that is one of their goals (Britton et al., 2016).  
Murray et al. (2020) noted that the heavy influence of the biomedical model in the acute hospital 
setting did not directly align with the philosophy of occupational therapy, making it difficult to implement 
occupation-based practice. Referrals for occupational therapy services often encouraged a more bottom-
up approach due to a focus on restoring impairments rather than emphasizing occupational performance. 
Britton et al. (2015) found that occupational therapists felt disconnected from the core principles of the 
profession as well as feeling as if they were not meeting professional and personal expectations. This was 
especially apparent when they felt they were not able to do more for their clients by not being able to 
provide occupation-based services. Additionally, Craig et al. (2004) found occupational therapists had 
difficulty identifying occupation-based models that support their clinical reasoning and practice. MacLean 
et al. (2012) determined that the Person Environment Occupation (PEO) model was a relevant model for 
use in an acute care setting because of its direct occupation-based language thereby enabling occupational 
therapists to make easy and quick decisions within this fast-paced setting. Yet, a higher percentage of 
occupational therapists surveyed identified using a biomechanical (63%) or compensatory (75%) model 
rather than occupation-based models such as the Model of Human Occupation (33%) or the Canadian 
Model of Occupational Performance (13%) (Britton et al., 2015). Further, the use of occupation as a form 
of treatment was often misunderstood or underappreciated by others on interdisciplinary hospital teams 






(Ashby et al., 2015; Kim & Aas, 2009; Wilding & Whiteford, 2007) contributing to the role confusion 
and subsequent barriers in the provision of occupation-based services.  
Despite the barriers to providing occupation-based services in acute care, Murray et al. (2020) 
found strategies that occupational therapists used to navigate perceived barriers associated with the use of 
occupation-based services. These included remaining focused on the profession’s paradigm and the use of 
occupation as a core intervention, altering the environment or making kits of supplies to enable 
occupation-based interventions, altering the language used by occupational therapists to emphasize the 
importance of occupation, and incorporating the consistent use of occupation-based models during the 
clinical reasoning process in practice. However, Murray et al. (2020) did not specifically address if and 
how occupational therapy therapists are incorporating occupations into their practice. Britton et al. (2016) 
also identified strategies in overcoming barriers perceived by occupational therapists in the acute care 
setting. Advocacy was found to be important. During the short time that patients were in acute care, 
occupational therapists could have a primary role in the discharge planning process by advocating for 
patients’ future needs and goals. The authors identified how occupational therapy can “look at the big 
picture” like home safety in preparation for discharge. Finally, asking the right questions was perceived as 
an important aspect in being able to gather relevant information within a short period of time. The quicker 
occupational therapists were at gathering needed information, the quicker important decisions could be 
made about relevant referrals and discharge locations. Building rapport in a short period of time was also 
identified as an important aspect of the therapeutic process to make gathering information more efficient 
(Britton et al., 2016). 
Summary 
 This literature review explored the effectiveness and provision of occupation-based services to 
varied populations, as well as the use of occupation-based services in the acute care setting. It is evident 
that there are benefits to the use of occupation-based services in the acute care setting, but recent literature 
reveals that occupation-based services in acute care typically include ADL training coupled with 






preparatory activities rooted in the biomechanical model. Furthermore, there are barriers to providing 
occupation-based services in acute care including decreased role recognition, and limited resources such 
as time, equipment, space, and staffing. Recent studies have identified potential solutions and strategies to 
enable practitioners to overcome perceived barriers such as modifying the environment and making 
occupational supply kits to use when working with patients when addressing occupation-based skills.  
There are gaps in the literature though as to the effectiveness of these strategies and the specific 
details of occupation-based interventions used in the acute care setting. Though ADLs have been 
identified as a common occupation addressed in an acute care setting, it is unclear if occupational therapy 
practitioners are addressing other areas of occupation and to what extent when utilizing occupation-based 
services. Additionally, most of the research on this topic has explored the perspectives and experiences of 
occupational therapists working in an acute care setting, but not occupational therapy assistants. 
Furthermore, a number of the studies included in this literature review were conducted in countries 



















Chapter 3: Methodology 
Research Questions 
1. To what extent are occupational therapy practitioners providing occupation-based services in 
acute care settings?  
2. What facilitates or supports occupational therapy practitioners’ ability to provide occupation-
based services in acute care settings? 
3. What, if any, barriers impact occupational therapy practitioners’ ability to provide occupation-
based services in acute care settings?  
4. How are occupational therapy practitioners addressing perceived barriers to occupation-based 
practice in acute care settings?  
Research Design 
 An anonymous survey design was used to answer the research questions. A survey design was 
appropriate because direct observations of treatment sessions were not conducted, and a survey allowed 
respondents to self-report about their practice within the acute care setting (Portney & Watkins, 2009).   
The survey was a researcher-developed survey tool based on a review of the literature, the OTPF-
4 (AOTA 2020), as a guiding framework, and feedback from an experienced acute care practitioner after 
piloting and prior to distribution. A researcher-developed survey tool was utilized due to the recent 
release of the OTPF-4 and survey tools lacking the newly released occupations within this edition. The 
survey included both close-ended questions, where respondents selected responses from multiple choices, 
open-ended questions, where respondents could provide narrative answers to questions (Portney & 
Watkins, 2009), and Likert scale questions. In cases where lists were not exhaustive, there was an “other” 
option for respondents to include additional responses if they wished.  
Survey Respondents   
 To be eligible to participate in this study, survey respondents were required to be occupational 
therapy practitioners in the United States who currently worked in an acute care setting for at least one 






year. Exclusion criteria included being a retired practitioner, no longer working in acute care, or currently 
working in other practice settings.  
Recruitment 
After receiving approval from Ithaca College’s Institutional Review Board (#181) on 11/09/2020 
(see Appendix A), respondents were recruited using snowball sampling techniques. Invitations to 
complete the survey were distributed through personal and professional contacts of the primary 
researcher, faculty advisor, and research committee members. The invitations (see Appendix B) were also 
posted on personal, professional, and alumni Facebook pages as well as a discussion forum on AOTA’s 
social media platform, CommunOT. Once a practitioner completed the survey, they were asked to 
forward it to others who met the inclusion criteria. Following initial recruitment, survey invitations were 
sent at four and eight-week follow-ups in order to increase the response rate.  
Survey Tool   
Before completing the survey, respondents were provided information regarding the research and 
survey through a cover sheet (see Appendix C). The survey was created on the electronic platform 
Qualtrics (see Appendix D) and consisted of three sections: demographics, evaluation & intervention, and 
practice statements. Throughout the survey, respondents were provided with a definition of occupation-
based services to help orient them to the context of what was being asked. Section one included questions 
to gather relevant demographic information about the respondents, such as professional designation, years 
of experience in acute care, and highest occupational therapy degree. In the evaluation and intervention 
section, using a Likert scale, practitioners were asked to rate how frequently they utilized occupations 
during the evaluation process as well as how frequently occupations were used as interventions. 
Additionally, Likert scales were used to determine how frequently practitioners assessed contextual 
factors (environmental and personal) that impacted a person’s occupational performance. The list of 
occupations and contexts was taken directly from the OTPF-4 (AOTA, 2020). The Likert scale consisted 
of: 4= regularly (76-100%), 3= often (51-75%), 2= occasionally (26-50%), and 1= rarely (0-25%). 






Respondents who indicated they were occupational therapists responded to questions regarding both the 
evaluation and intervention process, whereas respondents who indicated they were occupational therapy 
assistants answered questions only about the intervention process, due to their scope of practice.  
Open-ended questions were used to gather information about specific assessments and 
interventions practitioners used in the acute care setting along with any relevant occupation-based theory 
practitioners used to inform their clinical reasoning. The final section of the survey examined 
respondents’ level of agreement to various practice statements related to the provision of occupation-
based services in acute care settings again using a Likert scale. The Likert scale included the following 
options:  4= strongly agree, 3= agree, 2=disagree, and 1= strongly disagree. Open-ended questions were 
additionally used to gather information about supports and barriers to providing occupation-based 
services as well as strategies used to help overcome perceived barriers. Upon completion of the survey, 
the respondents were brought to a second survey where they were provided the opportunity to enter to 
win a random drawing for one of four $25 Amazon gift cards. To ensure anonymity, the information 
collected for the gift card drawing was kept separate from the survey responses.  
Data Analysis  
 Data were analyzed using descriptive statistics including percentages, frequencies, means, and 
standard deviations through JASP, an online open-source statistics program (https://jasp-stats.org/). 
Descriptive statistics were used to capture the mean of responses to the Likert scales, determine the 
percentages selected by the sample for each of the respondent characteristics, and how many assessments 
or interventions were identified in open-response questions. Invalid and largely incomplete responses 
were eliminated. Responses from the Likert scales were coded with numerical values. For the practice 
statements Likert scales, strangely disagree was one, disagree was two, agree was three, and strongly 
agree was four. For all other Likert scales, rarely was one, occasionally was two, often was three, and 
frequently was four. Open-ended responses related to specific assessments, interventions, and theories 






used were categorized. Open-ended responses to the questions regarding supports, barriers, and strategies 






























Chapter 4: Results 
Respondent Demographics and Characteristics   
After removing invalid or incomplete responses, there were 45 valid survey responses from 
occupational therapy practitioners. The start of respondent demographics and characteristics can be found 
in Table 1. Of the respondents, 95.56% (n = 43) were occupational therapists and 4.44% (n = 2) were 
occupational therapy assistants. Many of practitioners (46.67%, n = 21) had been practicing in the 
profession for one to five years with 28.89% (n = 13) of respondents practicing ten plus years and 24.44% 
(n = 11) of respondents six to ten years. A similar trend was observed with years practicing in acute care; 
the majority working in this practice setting for one to five years (53.49%, n = 23) and then six to ten 
years (30.23%, n = 13), with the least number working in this setting for ten plus years (16.28%, n= 7). 
Most respondents worked full time (68.89%, n = 31), with less working part time (15.56%, n = 7) or per 
diem (15.56%, n = 7). The majority of respondents had an entry-level master’s degree as their highest 
occupational therapy degree (64.44%, n = 29) with less having a post-professional master’s degree 
(13.33%, n = 6) and bachelor’s degree (11.11%, n = 5). Even less held an entry-level or post-professional 
doctoral degree (4.44%, n = 2) or associate degree (2.22%, n = 1).  
The rest of the respondent characteristics can be found in Table 2. The majority of respondents 
practiced in the Northeast (55.56%, n = 25) followed by the Midwest (15.56%, n = 7), and West (11.11%, 
n = 5). Most worked in urban (55.5%, n = 25) and suburban (37.78%, n = 17) hospital settings with less in 
rural settings (6.67%, n = 3). The most common type of hospital respondents worked at was not for profit 
(38.64%, n = 17) followed by teaching (27.27%, n = 12), and for-profit (20.46%, n = 8).  
The most common clinical conditions seen by respondents were neurological, followed by 
musculoskeletal, general medicine, and cardiopulmonary. The average number of patients that 
respondents saw per day was 7.67 (SD 1.65) and the average number of evaluations completed each day 
was 4.52 (SD 2.06). Respondents reported several different methods by which their daily productivity 






was measured to include patients per day (average 8.43), billed units (average 19.25), or percentage of 
working hours (average 67.63%).  
Evaluation Process 
Occupational Profile 
In response to what assessment tools respondents used to help establish a patient’s occupational 
profile, 28 assessments were identified. Of these assessments, three were relevant to this stage of the 
occupational therapy evaluation process. Twelve identified an occupational interview as the most 
frequently used assessment tool when establishing an occupational profile and others identified the 
Canadian Occupational Performance Measure (n = 2) and the Interest Checklist (n = 1),  
Of the remaining assessment measures provided in response to this question, all were assessments 
used during the second stage of the occupational therapy evaluation process (analysis of occupational 
performance) and not used when establishing an occupational profile. These included functional 
independence measures (n = 17) and assessments that measure body functions such as cognitive 
assessments (n = 19), visual perceptual assessments (n = 2), and sensory or motor assessments (n = 13). 
Analysis of Occupational Performance  
 The frequency of occupations observed during the evaluation process by occupational therapists 
can be found in Table 3. The most frequently observed occupation during the evaluation process was 
ADLs.  Specifically, functional mobility (M = 3.78), personal hygiene and grooming (M = 3.43), dressing 
(M = 3.38), and toileting (M = 3.36) were often or regularly observed, with feeding (M = 2.50) observed 
occasionally. Health management was the next most frequently observed occupation during the 
evaluation process, with physical activity (M = 2.71) and personal care device and adaptive equipment 
management (M = 2.71) observed fairly often and less so, social and emotional health promotion and 
maintenance (M = 2.17). Lastly, IADLs were occasionally observed in areas such as safety and 
emergency maintenance (M = 2.24) and community management (M = 2.19). All other areas of 






occupation, such as rest and sleep, work, play, leisure, and social participation were reported as rarely 
observed during the evaluation process. 
 Of the 22 performance-based assessments identified (some of the notable ones noted in Table 4) 
by respondents, six were specifically performance-based in that they required observation of a patient 
performing an occupation.  These included informal observation (n=2), the Functional Independence 
Measure (FIM, n = 2), the Cognitive Performance Test (CPT, n = 1), the Executive Function Performance 
Test (EFPT, n = 1), the Kettle Test (n = 1), and the Pillbox Test (n = 1). Other assessments identified, 
each by one respondent, have sub-tasks that are performance-based, such as the Occupational Therapy 
Assessment of Performance and Support (OTAPS) and the Kohlman Evaluation of Living Skills (KELS), 
and one that can be scored via observation or self-report (Barthel Index). 
Evaluation of Context 
Table 5 lists the frequency that respondents assessed the various contextual factors that can 
impact occupational performance. Respondents reported evaluating all aspects of context, as defined by 
the OTPF-4 (AOTA, 2020), a little more than occasionally, with human-made environments (M = 3.21) 
and products and technology (M = 3.08) evaluated slightly more often. 
Intervention Process 
Similar to evaluation, ADLs were the most frequently used occupations during the intervention 
process (see Table 6). Since the majority of respondents were occupational therapists (95.56%), with only 
two occupational therapy assistants, results in this section mostly reflect the responses of occupational 
therapists. Functional mobility (M = 3.90), personal hygiene and grooming (M=3.76), dressing (M=3.71), 
and toileting (M = 3.66) were used as interventions either often or regularly. Bathing and showering (M = 
2.92) and feeding (M = 2.76) were occupation-based interventions also used fairly often during the 
intervention process. Still following a similar trend as the evaluation process, health management was the 
next most frequently used occupation during the intervention process. Personal care device and adaptive 
equipment management (M = 3.05) and physical activity (M = 2.84) were often used, with social and 






emotional health promotion and maintenance (M = 2.24), communication with the health care system (M 
= 2.05), and medication management (M = 2.03) occasionally used interventions. Occasionally, 
respondents indicated incorporating use of IADLs during the intervention process to include 
communication management (M = 2.24) and home management (M = 2.02), and more often, safety and 
emergency management (M = 2.62). It is relevant to note that the frequency of use of occupations as 
interventions were for the most part, overall higher than the frequency that occupations were observed 
during the evaluation process. As an example, feeding was only observed a little more than occasionally 
(M = 2.5) during the evaluation process, however, it was used more (M = 2.76) during the intervention 
process. There was no notable difference between the frequency of occupation-based interventions used 
by respondents who were occupational therapists as compared to those who were occupational therapy 
assistants. Similar to evaluation, all other areas of occupation, such as rest and sleep, work, play, leisure, 
and social participation were rarely used as interventions by the respondents. 
Results of open-ended questions asking about common interventions used in the acute care 
setting (as listed in table 7) were consistent with Likert scale frequency results with ADL retraining (n = 
24) and functional mobility (n = 15) the most commonly addressed occupations. Respondents also 
identified common use of interventions that support occupation such as therapeutic exercise (n = 13), 
cognition training (n = 8), and less commonly orthotic use, energy conservation, bed mobility, and home 
exercise programming.  
Use of Occupation-based Theory  
Only 18 respondents provided an example of an occupation-based model they used to guide their 
clinical reasoning in practice in response to an open-ended question. Of the responses, four were 
occupation-based models and included: The Model of Human Occupation (n = 6), Person-Environment-
Occupation model (n = 5), Person Environment Occupation Performance model (n = 3), and KAWA (n = 
1). Other responses included mixed methods (n = 1).  






Practice Statements  
 Levels of agreement to various practice statements related to the use of occupation-based 
methods, as well as potential barriers and supports to occupation-based practice can be found in Table 8. 
Similar to results reported in the intervention process, results in this section mostly reflect the responses 
of occupational therapists (N = 36). Refer to Table 5 for specific descriptive statistics. All respondents 
agreed or strongly agreed that they provide occupation-based services (M = 3.46), use occupations as 
interventions (M =3.46), and provide client/family education on methods to improve independence in 
occupations (M = 3.61). Those respondents who were occupational therapists also agreed or strongly 
agreed that they observed patients perform occupations during the evaluation process (M = 3.47). The two 
occupational therapy assistants disagreed with observing occupations during the evaluation process (M = 
1) but one did agree that they perform formal assessments (M = 3), both which align with their scope of 
practice. Whereas respondents who were occupational therapists slightly disagreed on using occupation-
based models to guide their clinical reasoning (M = 2.97), the two occupational therapy assistants agreed 
(M= 3) they used occupation-based models. The majority of respondents slightly disagreed with having 
needed equipment and space to provide occupation-based services (M = 2.94). The majority of 
respondents also disagreed that the work environment (M=2.56), productivity standards (M = 2.47), and 
staffing levels (M = 2.42) were conducive to providing occupation-based services. 
Supports and Barriers to Occupation-Based Practice 
Participants' responses to open-ended questions with regards to the supports and barriers to use of 
occupation-based practice were grouped and categorized with the results found in Table 9. Depending on 
the work setting and culture, system factors, the hospital environment, productivity standards, available 
resources, and recognition of occupational therapy’s distinct value could either support or create barriers 
to occupation-based practice.   
  Respondents noted that the culture of the workplace, availability of space, such as patients 
having their own bathrooms, staffing levels, and productivity allowances supported their ability to 






provide occupation-based services. Resources such as materials and equipment, (example “hip kits”), 
ADL items, and adaptive and durable medical equipment further supported occupation-based practice. 
Supportive staffing levels included having aides and technicians for assistance with transfers, available 
nursing support, and being able to engage in co-treatments with other disciplines. Respondents identified 
that occupational therapy’s scope of practice, their focus on occupational performance, inherently 
supported occupation-based practice. One respondent wrote, “[It is] easy to do basic ADLs because 
everyone needs to wash up, use the bathroom, brush teeth, etc.”  Another respondent stated the “ability to 
engage patients in ADLs and provide feedback, education, and strategies in the moment [supports 
occupation-based practice].”  
 Lack of available resources ranging from environmental, materials and equipment, such as 
supplies to address areas of occupation outside of ADLs, a lack of time, and staffing shortages were 
considered barriers to occupation-based services. Environmental barriers encompassed space limitations 
and/or a lack of therapeutic space. One respondent wrote, “I worked in an older hospital, so the bathrooms 
were small and difficult to work in, [with] limited space in rooms.” System factor barriers in the acute 
care setting included the constraints of the medical model due to a focus on impaired body structures and 
function, limited time to work with patients due to quick discharges, and difficulty navigating medical 
equipment and lines when working on ADLs such as dressing. Some respondents also perceived that 
there was a lack of understanding or recognition of occupational therapy’s role within acute care as 
evidenced by statements such as: “having physical therapists take the lead,” “poor perceptions of OT 
service,” and “physicians and residents not fully understanding the home environment and support 
challenges.” Patient factors were also identified as barriers and included refusals to participate in 
treatment as well as poor endurance and fatigue. Lack of access to training or continuing education to 
improve practitioners’ ability to work with patients across diverse populations and decreased satisfaction 
with occupation-based theories were perceived barriers to occupation-based practice. One respondent 
noted “the occupation-based models are terrible.”  






Strategies for Overcoming Perceived Barriers to Occupation-Based Practice 
 Responses to open-ended questions asking about strategies for overcoming perceived barriers to 
providing occupation-based services in an acute care setting, revealed several practice and system level 
factors. Strategies for overcoming perceived time barriers included organizing schedules. This was broken 
down into the patients’, practitioner’s, and other staff’s schedules. To facilitate occupation-based services, 
respondents suggested, “Attempt[ing] to schedule sessions around the natural timing of desired 
occupations” and shorten ADL sessions as needed (complete at bedside versus in the bathroom) or choose 
one grooming task instead of three.” Prioritizing the needs of patients was also suggested. Respondents 
felt that having responsibility for designing their own schedules enabled more opportunities to provide 
occupation-based services. Suggestions included having a plan for the day, managing documentation 
time, more efficient chart reviews, and gathering all supplies needed for the day ahead of time. Staffing 
schedules included coordinating times with other disciplines such as technicians, nursing staff, and 
physical therapists to allow for co-treatments.  
Simulation of occupations and tasks was one-way practitioners identified finding “creative ways 
to address these occupations without purchasing additional materials.” Other respondents suggested 
simulating bathing and associated transfers in the patient’s room if not the bathroom and modifying the 
hospital environment to try to simulate the patient’s home environment. Respondents wrote “I attempt to 
create [space] based on [a] patient’s description of their home” and “I try to simulate the home 
environment the best I can in their hospital rooms.” Another respondent suggested making environmental 
adaptations by “disconnect[ing] lines or rearrang[ing] to promote freedom of movement” and “move 
clients to a different space when available for the session.” Respondents identified patient and family 
training and education such as providing simulated scenarios in preparation for discharge and virtual 
supports as strategies.   
Recommendations for system level changes to facilitate the provision of occupation-based 
services in the acute care setting included revising hospital policies such as productivity standards, 






acquiring needed resources (space, equipment, and staffing), providing access to evidence-based 
resources, and providing Inservice trainings for other disciplines and training to supervisors. To overcome 
the perceived lack of role recognition, one respondent suggested educating medical residents regarding 
the role and value of occupational therapy and occupation-based services. Additionally, respondents felt 
that advocating for mentorship and addressing a lack of continuing education in the acute care setting was 
important. One respondent also commented that there was a need for the profession to create 
“occupational therapy models that have real-world applicability.” 
Summary of Results  
 The respondents in this study were primarily occupational therapists who have 1 to 5 years of 
experience, practice in the northeast, work full time, and have an entry-level master’s degree as their 
highest level of education. When asked about the evaluation process, respondents identified three relevant 
assessments used to establish an occupational profile (interview, Canadian Occupational Performance 
Measure, and Interest Checklist). When asked about performance-based assessments, out of the 22 
assessments identified, six required observation of one performing occupations. Out of the eight areas of 
occupation surveyed, respondents reported ADLs and health management as the most frequently observed 
occupations during the evaluation process (see Table 3). The same trend was found regarding data 
collected on occupations used as interventions (see Table 6). Respondents also identified ADL retraining, 
functional mobility, and therapeutic exercise were the top three additional interventions utilized. 
Respondents reported using occupation-based services in their practice through answer practice 
statements as well as potential supports and barriers to providing occupation-based services in acute care. 
Respondents expanded on supports and barriers in open-ended questions found in Table 9. Due to varying 
work setting circumstances amongst the respondents, hospital system, hospital environment, recognition 
of the distinct role of occupational therapy, resources, and practitioner factors were identified by 
respondents as supports and barriers to occupation-based practice. However, respondents identified 






strategies to overcome perceived barriers including organization of schedules and simulating functional 






























Chapter 5: Discussion 
 Similar to the current literature (Cuevas-Lara et al., 2019; Weinreich et al., 2017), the results of 
this study indicate that in an acute care setting, ADLs are the most frequently addressed occupations by 
occupational therapy practitioners during both the evaluation and intervention process. Specifically, 
functional mobility, personal grooming and hygiene, dressing, toileting, and less so feeding are ADL 
tasks frequently addressed. These findings demonstrate that ADLs are an integral part of the provision of 
occupation-based services in an acute care setting. A predominant role of occupational therapy in acute 
care is facilitating functional independence in preparation for discharge to the next appropriate setting 
(Smith-Gabai, 2016) and focusing on ADLs can contribute to increased functional independence prior to 
discharge (Weinreich et al., 2017). It therefore makes sense that an emphasis on ADLs would be a priority 
in this setting. 
The results of this study also revealed that health management seems to be an emerging 
occupational focus in the acute care setting, again, both during the evaluation and intervention process. 
Specifically, personal care and adaptive device management, physical activity, and social and emotional 
health performance and maintenance were activities that were addressed within the occupation of health 
management. This is not entirely unexpected as some aspects of the health management occupation, such 
as personal device care, were previously classified within the category of ADLs in the third edition of the 
Occupational Therapy Practice Framework (AOTA, 2014). When the practice framework was revised and 
the OTPF-4 (AOTA, 2020) was published, health management was classified as a distinct occupation and 
no longer considered an aspect of IADLs, and personal care device management was re-categorized as an 
aspect of health management as opposed to an ADL (Amini, 2021). So it may be that practitioners in 
acute care are not purposefully focusing on health management as an emerging occupation but are 
continuing to practice as they always have, and the language has just changed. Studies prior to the 
revision of the practice framework identified the benefits of addressing adaptive equipment training 
(Rogers et al.,2017), which was previously considered an ADL in the OTPF-3 (AOTA, 2014) and now 






considered an aspect of health management in the OTPF-4. It seems relevant that health management 
should be a focus of occupational therapy in acute care due to the impact that physical, social, and mental 
health have on functional independence and supporting the ability to complete daily activities and 
routines (Leland et al., 2015).  
Health management is also a relevant occupation to address in an acute care setting due to the 
mandate to reduce hospital readmissions (CMS, 2021) and more importantly, due to the paradigm shift 
that has occurred in healthcare. This shift emphasizes a personal responsibility for health to offset rising 
healthcare costs, improve quality of life (Patient Protection and Affordable Care Act, 2010) and decrease 
individual burden (Cohen et al., 2020).  Health management is within the domain of occupational therapy, 
as practitioners help prevent or reduce illness, promote positive mental health, and enhance the overall 
well-being of the people and populations they work with (Reitz & Scaffa, 2020). The underlying 
philosophy of occupational therapy states that engagement in occupations facilitates health promotion, 
well-being, health maintenance, disease prevention, restoration, remediation, and more (AOTA, 2011). 
Practitioners can address health management both at the individual level and also at a systems and policy 
level by advocating for the provision of services that focus on the occupation of health management with 
the goal of decreasing health care costs.  
One aspect of health management that appears to not be as high a priority for occupational 
therapy practitioners in acute care, is medication management, which was only rarely to occasionally 
addressed by practitioners in this study. However, this is inconsistent with what the literature indicates 
may be an aspect of best practice. Literature has shown that addressing medication management in the 
acute care setting is an important aspect of high-quality discharge planning (Upadhyay et al., 2019). 
Furthermore, medication management is within the domain of occupational therapy (AOTA, 2020) and 
medication management has been shown to be a factor in decreasing hospital readmission rates (Bradley 
et al., 2013). Addressing medication management, during both the evaluation and intervention process, 
would be an important occupation-based service where occupational therapy practitioners could 






demonstrate their distinct value and role in the acute care setting. During the evaluation process, via 
observation or interview, occupational therapists possess the skills to determine the aspects of medication 
management that may be difficult for patients to independently and safely perform (AOTA, 2017). As 
part of intervention, practitioners can then help establish habits and routines surrounding medication 
management. Occupational therapy practitioners can also address skills needed for medication 
management such as hand strength, dexterity, vision, and functional cognition. Finally, by addressing 
medication management, occupational therapy practitioners can communicate potential safety concerns to 
the interdisciplinary team to help inform the discharge planning process (AOTA, 2017). Elliot et al. 
(2016) examined medication management in older community-dwelling adults and found that 41% of 
participants made one or more medication errors. Most of these errors included missed doses or taking 
medications incorrectly. Medication errors have the potential to cause harm, especially medications such 
as insulin, warfarin, and prednisone requiring proper dosing and timing. It may be that the health care 
system itself is contributing to these errors by providing complicated instructions (Elliot et al. 2016). 
Occupational therapy practitioners may have a role in minimizing errors and optimizing safety by 
addressing a patient’s functional cognition, habits, and routines (AOTA, 2017).  
The results of this study indicate that occupational therapy practitioners who responded to the 
survey seem to be using occupations more during the intervention process than observing occupational 
performance during the evaluation process. An example of this is that respondents incorporate feeding as 
an occupation during the intervention process more than they observe feeding during the evaluation 
process. An explanation for this may be related to the perceived barriers respondents identified such as 
time constraints, productivity standards, and decreased staffing and support, similar to the findings of 
prior research (Britton et al., 2015; Britton et al., 2016; Estes & Pierce, 2012). More specifically, 
respondents emphasized that the focus on discharging patients quickly was a barrier, similar to prior 
research where acute care practitioners felt pressure to rapidly discharge patients (Britton et al., 2015; 
Keesing & Rosenwax, 2011). This resulted in practitioners feeling disconnected from being fully 






occupation-based while having feelings of wishing they could do more for their patients (Britton et al., 
2015). The results of this study and prior studies (Britton et al., 2016) suggest that occupational therapy 
practitioners may not have enough time to observe a patient’s actual occupational performance as 
frequently as they would like as rapid patient discharge is a policy that hospitals strive for to minimize 
health care costs (Crennan & MacRae, 2010; Holm, 2012). Therefore, practitioners may be gathering 
initial information about occupational performance more via interview, as respondents in this study 
indicated, and more specifically evaluating function while using occupations during the intervention 
process to more efficiently inform the discharge process during initial contact. This may be why 
respondents in this study only occasionally observed feeding during the evaluation process yet utilized 
feeding more frequently during the intervention process.   
The results of this study show that respondents value the provision of occupation-based services. 
However, it is unclear if respondents in this study truly employed occupation-based practice, in that they 
observed a patient perform all occupations during the evaluation process and used the occupation as an 
intervention during treatment. Respondents identified occasionally addressing safety and emergency 
management during the evaluation process, of which one aspect involves addressing potential fall risks 
(AOTA, 2020). Addressing fall prevention is common within occupational therapy practice (Leland et al., 
2015) and involves evaluating the home environment for fall risks, recommending home modifications, 
and finding new ways to complete tasks to avoid falls (Burns et al., 2020). It may be that verbal education 
on factors related to fall risks, such as the impact of physical dysfunction in addition to the combination 
of environmental factors (Burns et al., 2020), was provided during the intervention process, especially 
since the patient was seen in a hospital setting as opposed to their home or community. Physical activity 
was also reported as being occasionally addressed throughout the therapeutic process. The OTPF-4 
classifies physical activity as “...cardiovascular exercise, strength training, and balance training to 
improve or maintain health and decrease risk of health episodes…” (AOTA, 2020). Similar to other 
studies (Weinreich et al., 2017), respondents identified use of therapeutic exercise and home exercise 






programming as common interventions, which are classified as activities that support occupation (AOTA, 
2020) but would not be considered occupation-based practice.  
Although occupational therapy has been shown to decrease hospital readmission rates (Rogers et 
al., 2017), there are barriers regarding role recognition and the distinct value of occupational therapy 
(Britton et al., 2015). Respondents in this study also indicated that role recognition and perceived value of 
occupational therapy was also a barrier. These statements align with the literature identifying 
occupational therapy interventions provided were “not differentiated” from physical therapy (Weinreich 
et al., 2017, p. 209). The results show this trend is still apparent in the acute care setting with health care 
providers still being unclear about the distinct role occupational therapy has in reducing hospital 
readmission rates.  
Respondents in this study also indicated more than occasionally addressing all areas of context, as 
outlined in the OTPF-4 (AOTA, 2020), during the evaluation and intervention process. This indicates that 
respondents recognized the importance of the role of context in relation to functional independence and 
occupational performance (AOTA, 2020). When practitioners take context into consideration, they are 
considering their patient’s entire world (Guidetti et al., 2009). This includes environmental factors such as 
the physical and social environment (AOTA, 2020). Guidetti et al. (2009) concluded that incorporating 
context into occupations, such as self-care tasks, had positive effects, such as increased functional 
independence, for populations such as those following stroke and spinal cord injury. The authors found 
that this enabled individuals to work towards occupational goals that were more meaningful and relevant 
(Guidetti et al., 2009). Addressing and incorporating personal and environmental context is an important 
aspect of client-centered occupation-based practice.  
The focus on context by respondents in this study, seems to indicate that respondents understand 
the theoretical assumptions about occupation that underlie the profession and that inform occupation-
based models. However, few respondents identified specific occupation-based models used to guide their 
clinical reasoning and further, one respondent felt that "occupation-based models are terrible.” Some 






respondents provided models not grounded in occupation, such as the medical model, or provided vague 
statements, such as mixed methods. Given the focus on context, it may be that respondents are inherently 
utilizing occupation-based models in practice but are not able to name or explain how theory guides 
practice. This may not be atypical though as Elliott et al. (2002) found that occupational therapists in their 
study perceived theory to be useful to guide services but found it difficult to distinguish terminology and 
detect differences between various occupation therapy models. Additionally, there was a lack of 
understanding of theory and how it was utilized in practice (Elliott et al., 2002). It is important however 
for occupational therapy practitioners to understand and be able to explain occupation-based theory, 
especially in a setting where their role and value is underrecognized (Ashby et al., 2015; Britton et al., 
2015; Kim & Aas, 2009; Wilding & Whiteford, 2007) 
The results of this study also indicate that respondents may not fully understand relevant 
evaluation tools that can be used to foster occupation-based practice. Only a small number of respondents 
were able to distinguish between relevant assessments used during the first step of the occupational 
therapy evaluation process (creation of the occupational profile) versus those used to evaluate functional 
status and body impairments during the second step of the occupational therapy evaluation process 
(analysis of occupational performance). Additionally, few respondents were able to specifically identify 
occupational performance-based assessments.  
It may be that some occupational therapy practitioners working in a medically based hospital 
setting are disconnected from the core principles of the profession (Britton et al., 2015). Practitioners need 
to be able to demonstrate the distinct value of occupational therapy by utilizing occupation and 
occupation-based services. When occupational therapy is “not differentiated” from physical therapy 
(Weinreich et al., 2017, p. 209), practitioners may not be employing occupation-based services. 
Furthermore, it is unclear if practitioners are referencing the guiding framework of the OTPF-4 within 
their practice. It is important for occupational therapy practitioners to utilize occupation-based services 
and be connected with the core principles of the profession in order to distinguish themselves from other 






disciples. The distinct value of the profession should be demonstrated in all practice settings including 
acute care to help foster a greater understanding of the role occupational therapy can have on an 
interdisciplinary team.  
Implications  
 The results of this study have implications for entry level education, professional development 
and practice. The results of this study could help inform entry-level education to help prepare future 
practitioners who can be agents of change within the acute care setting, a setting that is still dominated by 
a medical model. Entry level occupational therapy programs can help prepare future practitioners that can 
overcome barriers and incorporate occupations, other than ADLs, into acute care practice. Of relevance is 
the newly created occupation of health management to include medication management.  
With regard to continuing education and professional development, it is important for 
practitioners to be able to explain and use occupation-based theories to guide their clinical reasoning and 
incorporate occupation-based services into practice. It is relevant to stay abreast of advancements in the 
profession, such as revisions to the profession’s practice framework (AOTA, 2020).  
 When it comes to implications for practice, practitioners who experience similar barriers to 
providing occupation-based services may find it helpful to utilize the strategies identified by the 
respondents in this study such as scheduling sessions around the natural timing of desired occupations, 
being creative and keeping functionality in mind, and simulating natural environments as much as 
possible. Additionally, utilizing available space within the hospital to create natural contexts, such as 
refreshment stations and gift stores. Additional strategies that may be helpful include advocacy to gain 
access to resources needed to provide occupation-based services. For example, this may include access to 
ADL items and assistance from other staff. Emphasis on other areas of occupation, such as health 
management, is relevant, especially since studies show that areas of health management, such as 
medication management, can help lower hospital readmission rates (Bradley et al., 2013). Practitioners 
should provide interdisciplinary education through Inservice trainings, critical to fostering a greater 






understanding of the distinct value of occupational therapy. Finally, practitioners can use the results of 
this study to embrace the use of occupation-based services in acute care settings. Occupation-based 
services in acute care are possible and effective (Murray et al., 2020). Providing occupation-based 
services showcases the distinct value of occupational therapy and allows practitioners to advocate for 
increased utilization of occupational therapy services, especially since increased spending on occupational 
therapy services lowers readmission rates (Rogers et al., 2017). 
Strengths  
 This IRB approved (#181) study was an anonymous survey that utilized closed-ended and open-
ended questions to collect data. Open-ended questions enabled respondents to provide qualitative 
information to further explain quantitative data. Use of various types of questioning helped to answer 
each of the different research questions. Prior to disseminating the survey, it was piloted by an 
experienced practitioner who has worked in the acute care setting to enhance its rigor. This study also 
sought to gather information from both occupational therapists and occupational therapy assistants to 
address a perceived gap in the literature. The study included responses from practitioners across the 
country working in a variety of hospital settings with a variety of clinical conditions.  
Limitations 
Limitations of this study included a low response rate especially by occupational therapy 
assistants. A low response rate limited the ability to conduct statistical analysis beyond descriptive 
statistics. Another limitation was the study was conducted by a novice researcher, which presented a 
limitation with the research and survey design. With regards to the survey, the occupation of education 
was unintentionally excluded; however, given that other areas of occupation, such as work and leisure, 
were rarely addressed, it may be that this did not significantly affect the results of the study. Furthermore, 
the survey tool used was researcher-developed, therefore there was not any established reliability or 
validity. As to the interpretation of the results, it is unclear whether respondents were in fact adhering to 
the definition of “occupation-based practice” when completing the survey, or if responses reflected other 






types of intervention such as patient education. Furthermore, the respondents’ knowledge and usage of the 
OTPF-4 was unknown throughout the course of this study. It is also unclear as to whether COVID-19 
may have impacted the results as it is not known whether the respondents were referring to their practice 
before or during COVID-19, which may have influenced their answers. Lastly, the results of this study 
are based solely on data collected from those who responded to the survey and therefore cannot be 
generalized to all occupational therapy practitioners working in acute care settings.  
Summary   
 Occupational therapy services have been shown to reduce hospital readmission rates and 
occupation-based services are feasible and effective in increasing patient motivation and functional 
outcomes in the acute care setting. The results indicate that respondents in this study seem to be utilizing 
occupation-based services, particularly related to ADLs and some aspects of the newly developed health 
management occupation, within this setting. Despite perceived system barriers, some practitioners in this 
study have found strategies to facilitate their ability to provide occupation-based services in a medically 
based acute care setting. Respondents in this study also regularly address contextual factors that influence 
occupational performance which demonstrates an alignment with occupational therapy’s theoretical base 
despite a possible disconnect from occupation-based theory. There is potential for occupational therapy 
practitioners to expand occupation-based services in the acute care setting within the occupation of health 
management, particularly medication management. By putting occupation at the forefront of practice in 
the acute care setting, occupational therapy practitioners can showcase the distinct value of occupational 
therapy and enhance the role and value of occupational therapy as part of the interdisciplinary healthcare 











Chapter 6: Summary, Conclusion, and Recommendations 
Summary 
Occupational therapy services in the acute care setting lower hospital readmission rates and 
increase patient functional outcomes (Rogers et al., 2017). Specifically, occupation-based services have 
been found to be effective, individualized, and motivating for patients in the acute care setting (Murray et 
al., 2020). It is unclear though to the extent that occupation-based services are being provided as prior 
studies revealed that occupational therapy practitioners experience challenges in implementing 
occupation-based services in the acute care setting (Britton et al., 2015). This study examined the extent 
that occupation-based services are being provided in the acute care setting as well as what supports and 
barriers practitioners experience in implementing these services. Additionally, information was gathered 
as to what, if any, strategies are used by practitioners to overcome perceived barriers. This is significant 
because incorporating occupation as part of the therapeutic process is a cornerstone of the occupational 
therapy profession (AOTA, 2020).  
A review of the literature revealed that ADLs are commonly assessed and a part of intervention, 
but the literature did not specify to what extent and what other areas of occupation are considered. An 
electronic survey, guided by the OTPF-4, was disseminated to occupational therapy practitioners with at 
least one year experience in an acute care setting. Respondents were recruited through personal and 
professional contacts of the research team, social media, and AOTA’s social media platform CommunOT.  
Forty-five valid surveys were descriptively analyzed. The majority of respondents were 
occupational therapists (n = 43) as opposed to occupational therapy assistants (n = 2), the majority in the 
northeast, working in a variety of hospitals. Data analysis revealed that ADLs and health management 
were the most frequently addressed occupations in the acute care setting and for the most part, 
occupational therapy services were frequently occupation-based. Respondents indicated using various 
strategies to provide occupation-based services however, identified multiple barriers in the acute care 
setting, such as system policies and available resources, which negatively impacted consistent use of 






occupation-based services. One aspect of health management, not frequently addressed, was medication 
management, a critical factor in reducing hospital readmissions (Bradley et al., 2013). Increasing focus on 
medication management creates an opportunity for occupational therapy to highlight its distinct role and 
value in the medically based acute care setting. The results of this study have implications for entry level 
education, professional development, practice, and future research.   
Conclusions 
1. Occupational therapy practitioners in the acute care setting, who responded to this survey, appear 
to be utilizing occupation-based services by observing occupations as part of the evaluation 
process and using occupation as interventions. They are primarily addressing ADLs and aspects 
of health management as opposed to other areas of occupation.  
2. There are occupations that are potentially underutilized in acute care practice that are important to 
address such as medication management that can contribute to reducing hospital readmission 
rates.  
3. System and hospital environmental factors, occupational therapy role recognition, available 
resources, and practitioner factors could either support or create barriers to occupation-based 
practice. For example, some respondents identified the physical environment as a support due to 
patients having their own bathroom for ADLs, whereas others reported not having enough space 
to provide occupation-based services.  
4.  A lack of understanding regarding the use of occupation-based theory was also identified as a 
barrier. Additional perceived barriers included patient factors such as patient refusals to 
participate in treatment as well as poor endurance and fatigue.  
5. Respondents identified a variety of strategies to overcome perceived barriers to occupation-based 
practice including keeping function in mind, organizing schedules for success, simulating the 
home environment, and involving family/caregivers among others. These strategies may inform 






other practitioners working in the acute care setting on ways to facilitate occupation-based 
services.  
Recommendations for Future Study 
1. Gathering more of an occupational therapy assistant perspective on occupation-based services in 
acute care, given the low number of occupational therapy assistants who responded to this study.  
2.  Examining the current curriculum of entry-level occupational therapy programs to determine 
what is being taught with regards to occupation-based services in an acute care setting. 
3. Examining the effectiveness of the strategies identified by respondents in this study to providing 
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Table 1     
Respondent Characteristics  
Demographic n % 
Type of practitioner     
  OT 43 95.56 
  OTA 2 4.44 
Years practicing     
  1 to 5 21 46.67 
  6 to 10 11 24.44 
  10+ 13 28.89 
Years practicing in acute care   
  1 to 5 23 53.49 
  6 to 10 13 30.23 
  10+ 7 16.28 
Work in acute care     
  Full time 31 68.89 
  Part time 7 15.56 
  Per diem 7 15.56 
Highest OT degree   
  Associate’s degree 2 4.44 
  Bachelor’s degree 5 11.11 
Entry-level master’s degree 29 64.44 
Post-professional master’s  
    degree 
6 13.33 
Entry-level doctorate degree 2 4.44 
Post-professional doctorate 
   degree 
1 2.22 
 






Table 2   
Respondent Characteristics Continued 
Demographic n % 
Region of the country     
  Northeast 25 55.56 
  Midwest 7 15.56 
  West 5 11.11 
  Mid-Atlantic 3 6.67 
  Southeast 3 6.67 
  Southwest 2 4.44 
Hospital region     
  Urban 25 55.56 
  Suburban 17 37.78 
  Rural 3 6.67 
Type of hospital     
  Not for profit 17 38.64 
  Teaching 12 27.27 
  For profit 8 20.46 
  Community 3 6.82 
  Government 2 4.55 
  Other (Public) 1 2.27 
Productivity standards     
  Yes 43 95.56 
  No 2 4.44 
 
 






Table 3   
Frequency of Occupations Observed During the Evaluation Process  
Occupation n M (SD) 
ADLs   
  Functional mobility 41 3.78 (0.48) 
   Hygiene/grooming   42 3.43 (0.77) 
  Dressing 42 3.38 (0.73) 
  Toileting 42 3.36 (0.69) 
  Feeding 42 2.50 (0.73) 
  Bathing/showering 42 2.00 (1.10) 
  Sexual activity 42 1.02 (0.15) 
IADLs   
 Safety/emergency   
maintenance  
42 2.24 (1.01) 
  Communication 
management  
42 2.19 (1.02) 
  Home management  42 1.45 (0.63) 
  Financial management  42 1.38 (0.70) 
  Caring for others 42 1.33 (0.75) 
  Meal preparation  42 1.33 (0.69) 
  Religious/spiritual 
expression  
42 1.24 (0.53) 
  Driving/community mobility 42 1.19 (0.46) 
  Caring for pets 42 1.10 (0.37) 
  Shopping  42 1.10 (0.37) 
  Child rearing  42 1.07 (0.26) 
   






   
Occupation n M (SD) 
 
Health management  
  
  Physical activity  42 2.71 (1.04) 
  Personal care device  
  
42 2.71 (0.10) 
 Social/emotional health  
    promotion/maintenance  
42 2.17 (1.01) 
  Healthcare system 
communication  
42 1.93 (0.95) 
  Medication management 42 1.64 (0.82) 
  Nutrition management  42 1.14 (0.42) 
Note. M= the average of the Likert scale values. A mean of 1 = rarely (0-25%), 2 = occasionally (26-





















Performance-Based Assessments Identified  
Assessment n 
  Activity Measure for Post-Acute Care  
    (AMPAC) 
7 
  Barthel Index 6 
  Observation 2 
  Montreal Cognitive Assessment (MoCA) 2 
  Functional reach 2 
  Allen’s Cognitive Level Scale (ACLS) 2 
  Functional Independence Measure (FIM) 2 
  Occupational interview 2 
  Cognitive Performance Test (CPT) 1 
  Executive Function Performance Test  
    (EFPT) 
1 
  Pillbox Test 1 
  Occupational Therapy Assessment of  
    Performance and Support (OTAPS) 
1 
  Kohlman Evaluation of Living Skills  















Table 5    
Contexts Assessed During the Evaluation Process  
Context n M SD 
  Human-made  
    environment 
39 3.21 0.80 
  Products and technology 39 3.08 0.70 
  Supports and relationships 39 2.71 0.98 
  Natural environment  39 2.56 1.12 
  Personal factors  39 2.56 0.91 
  Services, systems, and  
    policies  
39 2.54 0.94 
  Attitudes of others  39 2.10 0.75 
Note. M= the average of the Likert scale values. A mean of 1 = rarely (0-25%), 2 = occasionally (26-



















Table 6     
Frequency of Occupations Used During Intervention 
  Occupation Occupational Therapist Occupational Therapy Assistant  
 n M (SD) n M (SD) 
ADLs     
  Functional  
    mobility 
38 3.9 (0.31) 2 4 (0) 
  Personal      
    hygiene 
    /grooming   
38 3.76 (0.60) 2 4 (0) 
  Dressing 38 3.71 (0.52) 2 4 (0) 
  Toileting 38 3.66 (0.58) 2 4 (0) 
  Feeding 38 2.76 (0.97) 2 3 (1.41) 
  Bathing 
    /showering 
38 2.92 (0.94) 2 4 (0) 
  Sexual  
    activity 
37 1.08 (0.28) 2 1 (0) 
IADLs     
  Safety and  
    emergency    
    maintenance  
37 2.62 (0.92) 2 2 (0) 
  Communication  
   management  
37 2.24 (0.93) 2 2 (0) 
  Home      
    management  
36 2.02 (0.88) 2 1.5 (0.71) 
  Financial  
    management  
37 1.73 (0.80) 2 1 (0) 
  Caring for  
    others 
37 1.46 (0.73) 2 1.5 (0.71) 
  Meal  
    preparation  
37 1.73 (0.80) 2 1 (0) 






     
Occupation  Occupational Therapist Occupational Therapy Assistant 
 n M (SD) n M (SD) 
  Religious  
    and spiritual   
    expression  
37 1.27 (0.51) 2 1.5 (0.71) 
  Driving and  
    community    
    mobility 
37 1.16 (0.44) 2 1 (0) 
  Caring for  
    pets 
37 1.30 (0.66) 2 1 (0) 
  Shopping  37 1.24 (0.60) 2 1 (0) 
  Child  
    rearing  
37 1.27 (0.61) 2 1 (0) 
Health  
 management  
    
  Physical  
    activity  
37 2.84 (1.01) 2 2 
  Personal care  
    device (adaptive   
    equipment  
    management)  
37 3.05 (0.91) 2 3.5 
  Social and  
    emotional   
    health  
    promotion  
    /maintenance  
37 2.24 (1.07) 2 1.5 
  Communication   
    with the health    
    care system  
37 2.05 (1.05) 2 1.5 
  Medication  
    management 
37 2.03 (0.87) 2 1.5 
  Nutrition  
    management  
37 1.22 (0.48) 2 1.5 
Note. M= the average of the Likert scale values. A mean of 1 = rarely (0-25%), 2 = occasionally (26-
50%), 3 = often (51-75%), 4 = regularly (76-100%)  






























Interventions Identified by Respondents  
Intervention n 
  ADL training 24 
  Functional mobility 14 
  Therapeutic exercise 13 
  Delirium/cognition training 8 
  Transfers 7 
  Balance 7 
  Education 6 
  Dressing 6 
  Adaptive equipment education 5 
  IADLs 5 
  Passive/active range of motion (ROM) 5 
  Orthotic or splint fitting and education of use 4 
  Energy conservation 4 
  Toileting 4 
  Neuromuscular re-education 4 
  Visual perception and scanning 4 
  Strength  3 
  Grooming 3 
  Bed mobility  2 
  Manual therapy (ex: retrograde massage) 2 
  Compensation strategies 2 
  Bathing 2 
  Making the bed/housekeeping 2 






Table 8     
Respondent Level of Agreement to Practice Statements 
  Practice statement Occupational Therapist Occupational 
Therapy Assistant  
 n M (SD) n M (SD) 
  Provides client/family education to  
    improve independence  
36 3.61 (0.49) 2 3 (0) 
  Observes occupational performance  
    during evaluation   
36 3.47 (0.70) 1 1 
  Uses occupations as interventions  35 3.46 (0.66) 2 3.5 (0.71) 
  Provides occupation-based services 36 3.39 (0.73) 2 3 (0) 
  Uses occupation-based models to  
    guide clinical reasoning   
36 2.97 (0.81) 2 3 (0) 
  Has equipment to provide  
    occupation-based services  
36 2.94 (0.63) 2 3 (0) 
  Administers formal assessments  36 2.64 (0.80) 1 3 
  Has space to provide occupation- 
    based interventions 
36 2.64 (0.68) 2 3 (0) 
  Work environment is conducive to  
    providing occupation-based  
    services 
36 2.56 (0.65) 2 3 (0) 
  Hospital productivity standards are  
    conducive to providing  
    occupation-based services    
36 2.47 (0.81) 2 3 (0) 
  Staffing levels are conducive to  
    providing occupation-based  
    services  
36 2.42 (0.87) 2 2.5 (0.71) 
Note. M= the average of the Likert scale values. A mean of 1 = strongly disagree, 2 = disagree, 3 = 










Table 9     
Supports and Barriers to Occupation-Based Practice in Acute Care 
  Type of factor Support or barrier Example quotes  
Hospital system 
 
Support  “Culture of workplace,” “Productivity  
  allowances”  
 
Barrier “Working in a very medical model setting,” “Heavy 
discharge focus,” “Productivity standards”  
  Hospital  
    environment 
    
Support “Access to space”  
Barrier “I worked in an older hospital so the bathrooms were  
  small and difficult to work in,” “Hospital does not  
  offer ideal context/environment (not natural)” 
Role recognition  
  of occupational   
  therapy  
Support “Ability to engage patients in ADLs and provide  
  feedback, education, strategies in the moment,” “Easy  
  to do basic ADLs because everyone needs to wash up,  
  use [the] bathroom, brush teeth, etc.”  
Barrier “Having PTs take the lead,” “Physicians and residents  
  not fully understanding home environment and  
  support challenges”  
  Resources   
  Materials/ 
    Equipment 
Support “Access to ADL items,” “Access to leisure materials,  
  and adaptive equipment to promote independence and  
  participation in meaningful tasks,” “Supplies on the   
  units (socks, pants, shirts, toothbrushes, etc.)” 
Barrier “Lack resources for addressing  
  occupations outside of basic ADLs  
  (kitchen, home management, laundry,  
  finances, med management),” “Lack  
  of equipment”  
   
   
   






   
Type of factor Support or barrier Example quotes 
  Staffing 
 
Support “Aides/techs for assist in lifting heavy patients/bringing  
  extra supplies to the room mid treatment,” “An extra  
  set of hands depending on level of assist pt needs. I.e  
  do they need support sitting EOB and assist with  
  dressing”  
  
Barrier  “Staffing shortages”  
  Time Barrier “Limited time with patients,” “Number of referrals to  
  address,” “Most of the time I'm the only OT working  
  and only have time to do basic evaluations” 
   
Practitioner  Support “Focus on home”  
Barrier “Lack of training and/or continuing education to  
  improve understanding of how to engage with  
  different client populations and appropriate  
  occupations for them (i.e. what are appropriate  
  occupations for an intubated patient in the ICU?  
  requires ICU training and understanding of medical  
  complexities)” 
Patient  Barrier “The refusals from patients,” “Easy fatigue of the  
  patient” 
Perceptions of 
  occupation-based  
  theory  
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Appendix B: Recruitment Statement 
 
Email and Professional Platform Recruitment Statement (CommunOT) 
 
My name is Matthew Darby and I am an occupational therapy graduate student at Ithaca College 
who is recruiting occupational therapy practitioners currently working in acute care to examine the 
use of occupation-based services within an acute care setting. I am looking for occupational 
therapists and occupational therapy assistants who have worked in an acute care setting with adults 
for at least one year. The purpose of this study is to determine to what extent occupational therapy 
services are occupation-based as well as supports and/or potential barriers to providing occupation-
based services. The survey should take between 15-20 minutes to complete and will be conducted on 
the online platform, Qualtrics. All of the responses are anonymous and no identifying personal 
information will be collected. You must be 18-years or older to complete this survey.  
 




If you have any questions, please feel free to contact me at:  
Matthew Darby, Graduate Student 
Department of Occupational Therapy  
(518)-915-4001, mdarby@ithaca.edu  
 
Or my faculty advisor at:  
Dr. Shannon L. Scott, Assistant Professor  
Department of Occupational Therapy  
(607)-274-7131, sscott3@ithaca.edu  
 
(IRB #181) 
Social Media Recruitment Statement  
 
Hello- My name is Matthew Darby and I am a graduate student exploring the use of occupation-based 
services in an acute care setting. If you, or someone you know, is interested here is the link to my survey: 
https://ithaca.qualtrics.com/jfe/form/SV_57NXcMtuLLcBObb 
 




















Appendix C: Online Cover Sheet 
 
I am studying how occupational therapy services provided in acute care are occupation-based. In the 
following survey, you will be asked questions on how frequently you provide certain evaluations and 
interventions as well as your level of agreement with statements related to your occupational therapy 
practice in acute care. The purpose of this study is to determine to what extent occupational therapy 
services are occupation-based as well as supports and/or potential barriers to providing occupation-based 
services. Participating in this survey will allow you to add to the current knowledge regarding 
occupational therapy services in acute care settings. 
  
In this survey, occupation-based services are defined as “characteristic of the best practice method used in 
occupational therapy, in which the practitioner uses an evaluation process and types of interventions that 
actively engage the client in occupation (Fisher & Marterella, 2019)” (AOTA, 2020, p. 79). 
  
The survey should take between 10-15 minutes to complete.  All of the responses are anonymous and no 
identifying personal information will be collected. There are no anticipated risks involved with 
completing this survey. You can skip questions or withdraw from the survey at any time. 
  
By clicking next and taking the survey, you are acknowledging that you are 18 years of age or older and 
are consenting to taking this survey. Furthermore, you must be an occupational therapist or an 
occupational therapy assistant that has worked in an acute care setting for at least one year. 
  
If you have any questions, please feel free to contact me at: 
Matthew Darby, Graduate Student 
Department of Occupational Therapy 
(518)-915-4001, mdarby@ithaca.edu 
  
Or my faculty advisor at: 
Dr. Shannon L. Scott, Assistant Professor 
Department of Occupational Therapy 
(607)-274-7131, sscott3@ithaca.edu  
 
You can also contact Ithaca College's Institutional Review Board at IRB@ithaca.edu 
 
Fisher, A. G., & Marterella, A. (2019). Powerful practice: A model for authentic occupational 




















Appendix D: Survey Instrument 
Understanding the Use of Occupation-Based Services in Acute Care Settings 
 
 
Start of Block: Section I: Demographics 
 
Q35 I am studying how occupational therapy services provided in acute care are occupation-based. In the 
following survey, you will be asked questions on how frequently you provide certain evaluations and 
interventions as well as your level of agreement with statements related to your occupational therapy 
practice in acute care. The purpose of this study is to determine to what extent occupational therapy 
services are occupation-based as well as supports and/or potential barriers to providing occupation-based 
services. Participating in this survey will allow you to add to the current knowledge regarding 
occupational therapy services in acute care settings. In this survey, occupation-based services are defined 
as “characteristic of the best practice method used in occupational therapy, in which the practitioner uses 
an evaluation process and types of interventions that actively engage the client in occupation (Fisher & 
Marterella, 2019)” (AOTA, 2020, p. 79). The survey should take between 10-15 minutes to complete.  All 
of the responses are anonymous and no identifying personal information will be collected. There are no 
anticipated risks involved with completing this survey. You can skip questions or withdraw from the 
survey at any time. By clicking next and taking the survey, you are acknowledging that you are 18 years 
of age or older and are consenting to taking this survey. Furthermore, you must be an occupational 
therapist or an occupational therapy assistant that has worked in an acute care setting for at least one 
year. If you have any questions, please feel free to contact me at:Matthew Darby, Graduate 
StudentDepartment of Occupational Therapy(518)-915-4001, mdarby@ithaca.edu Or my faculty advisor 
at:Dr. Shannon L. Scott, Assistant ProfessorDepartment of Occupational Therapy(607)-274-7131, 
sscott3@ithaca.edu  
You can also contact Ithaca College's Institutional Review Board at IRB@ithaca.edu 
Fisher, A. G., & Marterella, A. (2019). Powerful practice: A model for authentic occupational 
therapy. Fort Collins, CO: Center for Innovative OT Solutions 
        
Page Break  
Q1 Are you an occupational therapy practitioner (OT or OTA)? 
o Yes  (1)  
o No  (2)  
 
Skip To: End of Survey If Are you an occupational therapy practitioner (OT or OTA)? = No 
 
Page Break  
Q2 Have you worked in an acute care setting within the past year? 
o Yes  (1)  
o No  (2)  
 






Skip To: End of Survey If Have you worked in an acute care setting within the past year? = No 
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Q3 Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
o OT  (1)  














Q7 How often do you work in acute care?  
o Full time  (1)  
o Part time  (2)  




Q8 If part time or per diem, how many days per week do you work in acute care?  
 1 2 3 4 5 6 7 
 





Page Break  






Q8 What is your highest occupational therapy degree? 
o Associate's degree  (1)  
o Bachelor's degree  (2)  
o Entry-level Master's degree  (3)  
o Post-professional Master's degree  (4)  
o Entry-level Doctoral degree  (5)  




Q9 What region of the country do you practice in? 
o Northeast  (1)  
o Mid-Atlantic  (2)  
o South East  (3)  
o Mid-West  (4)  
o South West  (5)  




Q10 What is the geographical region is your hospital in? 
o Urban  (1)  
o Suburban  (2)  










Q11 What type of hospital do you work in? 
o For profit  (1)  
o Not for profit  (2)  
o Community  (3)  
o Teaching  (4)  
o Government  (5)  














Q14 Do you have productivity standards when working in your acute care setting? 
o Yes  (1)  








Page Break  






Q16 Please estimate the percentage of the following clinical conditions you work with on your caseload.  
Neurological (ex: Stroke, traumatic brain injury, spinal cord injury) : _______  (1) 
Developmental (ex: Developmental delays, intellectual disabilities, genetic disorders) : _______  (2) 
Cardiopulmonary (ex: Myocardial infarction, pneumonia, chronic obstructive pulmonary disorder) : 
_______  (3) 
Musculoskeletal/Orthopedic (ex: Fractures, osteoarthritis, amputations) : _______  (4) 
Psychological/Mental Health (ex: Anxiety disorders, mood disorders, attention deficit hyperactivity 
disorder) : _______  (5) 
General Medical/Systemic (ex: Diabetes, general deconditioning) : _______  (6) 
Cancer : _______  (7) 
Other : _______  (8) 
Total : ________  
 
 
Page Break  
End of Block: Section I: Demographics 
 
Start of Block: Section II: Evaluation & Intervention 
Display This Question: 
If Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
= OT 
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Display This Question: 
If Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
= OT 
 
Q31 When answering these questions, please note occupation-based services are defined as: "Occupation-
based services: Characteristic of the best practice method used in occupational therapy, in which the 
practitioner uses an evaluation process and types of interventions that actively engage the client in 
occupation (Fisher & Marterella, 2019)” (AOTA, 2020, p. 79). 
 
How often do you observe your patients 
perform the following occupations during 
the evaluation process? 
How often do you use the following 


































Bathing/showering (1)  o  o  o  o  o  o  o  o  
Tolieting (2)  o  o  o  o  o  o  o  o  
Dressing (3)  o  o  o  o  o  o  o  o  
Feeding (4)  o  o  o  o  o  o  o  o  
Functional mobility (5)  o  o  o  o  o  o  o  o  
Personal 
hygiene/grooming (6)  o  o  o  o  o  o  o  o  
Sexual activity (7)  o  o  o  o  o  o  o  o  
Caring for others (8)  o  o  o  o  o  o  o  o  
Caring for pets (9)  o  o  o  o  o  o  o  o  
Child rearing (10)  o  o  o  o  o  o  o  o  
Communication 
management (11)  o  o  o  o  o  o  o  o  
Driving and community 
mobility (12)  o  o  o  o  o  o  o  o  
Financial management 
(13)  o  o  o  o  o  o  o  o  
Home management (14)  o  o  o  o  o  o  o  o  
Meal preparation (15)  o  o  o  o  o  o  o  o  
Religious and spiritual 
expression (16)  o  o  o  o  o  o  o  o  
Safety and emergency 
maintenance (17)  o  o  o  o  o  o  o  o  
Shopping (18)  o  o  o  o  o  o  o  o  




o  o  o  o  o  o  o  o  
Communication with the 
health care system (20)  o  o  o  o  o  o  o  o  
Medication management 
(21)  o  o  o  o  o  o  o  o  
Physical activity (22)  o  o  o  o  o  o  o  o  







(23)  o  o  o  o  o  o  o  o  
Personal care device 
(adaptive equipment 
management) (24)  
o  o  o  o  o  o  o  o  








Page Break  
Display This Question: 
If Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
= OT 
 
Q36 When answering these questions, please note occupation-based services are defined as: "Occupation-
based services: Characteristic of the best practice method used in occupational therapy, in which the 
practitioner uses an evaluation process and types of interventions that actively engage the client in 
occupation (Fisher & Marterella, 2019)” (AOTA, 2020, p. 79). 
 
How often do you observe your patients 
perform the following occupations during 
the evaluation process? 
How often do you use the following 



































pursuits, seeking, and 
acquisition (1)  
o  o  o  o  o  o  o  o  
Job performance and 
maintenance (2)  o  o  o  o  o  o  o  o  
Retirement preparation 












o  o  o  o  o  o  o  o  
Community participation 
(7)  o  o  o  o  o  o  o  o  
Family participation (8)  o  o  o  o  o  o  o  o  
Friendships (9)  o  o  o  o  o  o  o  o  
Peer group participation 
(10)  o  o  o  o  o  o  o  o  
Intimate partner 




Page Break  
Display This Question: 
If Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
= OTA 
 
Q32 When answering these questions, please note occupation-based services are defined as: "Occupation-
based services: Characteristic of the best practice method used in occupational therapy, in which the 
practitioner uses an evaluation process and types of interventions that actively engage the client in 
occupation (Fisher & Marterella, 2019)" (AOTA, 2020, p. 79).  
















Bathing/showering (1)  o  o  o  o  
Tolieting (2)  o  o  o  o  
Dressing (3)  o  o  o  o  
Feeding (4)  o  o  o  o  
Functional mobility (5)  o  o  o  o  
Personal 
hygiene/grooming (6)  o  o  o  o  
Sexual activity (7)  o  o  o  o  
Caring for others (8)  o  o  o  o  
Caring for pets (9)  o  o  o  o  
Child rearing (10)  o  o  o  o  
Communication 
management (11)  o  o  o  o  
Driving and community 
mobility (12)  o  o  o  o  
Financial management 
(13)  o  o  o  o  
Home management (14)  o  o  o  o  
Meal preparation (15)  o  o  o  o  
Religious and spiritual 
expression (16)  o  o  o  o  
Safety and emergency 
maintenance (17)  o  o  o  o  
Shopping (18)  o  o  o  o  




o  o  o  o  
Communication with the 
health care system (20)  o  o  o  o  
Medication management 
(21)  o  o  o  o  
Physical activity (22)  o  o  o  o  







(23)  o  o  o  o  
Personal care device 
(adaptive equipment 
management) (24)  
o  o  o  o  








Page Break  
Display This Question: 
If Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
= OTA 
 
Q37 When answering these questions, please note occupation-based services are defined as: "Occupation-
based services: Characteristic of the best practice method used in occupational therapy, in which the 
practitioner uses an evaluation process and types of interventions that actively engage the client in 
occupation (Fisher & Marterella, 2019)" (AOTA, 2020, p. 79).  

















pursuits, seeking, and 
acquisition (1)  
o  o  o  o  
Job performance and 
maintenance (2)  o  o  o  o  
Retirement preparation 












o  o  o  o  
Community participation 
(7)  o  o  o  o  
Family participation (8)  o  o  o  o  
Friendships (9)  o  o  o  o  
Peer group participation 
(10)  o  o  o  o  
Intimate partner 




Page Break  
 
Display This Question: 
If Please indicate if you are an occupational therapist (OT) or occupational therapy assistant (OTA) 
= OT 
 
Q22 Please list any specific occupation or performance based assessments you use to evaluate your 





Q34 Please list some common interventions you use in an acute care setting.  
________________________________________________________________ 
 








Q23 How often do you assess these aspects of the context with regards your patients?  
 
Rarely (0-25% of 
the time) (1) 
Occasionally (26-
50% of the time) 
(2) 
Often (51-75% of 
the time) (3) 
Regularly (76-
100% of the time) 
(4) 
Natural 
environment (1)  o  o  o  o  
Human-made 







o  o  o  o  
Supports and 
relationships (4)  o  o  o  o  
Attitudes of others 
the patient comes 
in contact with to 
include societal 
attitudes and 
social norms (5)  
o  o  o  o  
Services, systems, 
and policies that 
impact the patient 
(6)  
o  o  o  o  
Personal factors 
[unique features of 
the person that are 
not part of a health 
condition or health 
state e.g. age, race 
& ethnicity, sexual 
orientation, life 
experiences.] (7)  
o  o  o  o  
 
 
End of Block: Section II: Evaluation & Intervention 
 
Start of Block: Section III: Practice Statements 
 
Q24 Occupation-based services: “Characteristic of the best practice method used in occupational therapy, 
in which the practitioner uses an evaluation process and types of interventions that actively engage the 






client in occupation (Fisher & Marterella, 2019)” (AOTA, 2020, p. 79). Please indicate your level of 
agreement with the following statements 









Disagree (2) Agree (3) Strongly agree (4) 
I provide 
occupation-based 
services. (1)  
o  o  o  o  




process (2)  




patients. (3)  
o  o  o  o  
I use occupations 
as my 
interventions (4)  







occupations (5)  
o  o  o  o  
I have the 
equipment I need 
to provide 
occupation-based 
interventions (6)  
o  o  o  o  
I have the space to 
provide 
occupation-based 
interventions (7)  






interventions (8)  
o  o  o  o  
The staffing levels 
are conducive to 
providing 
occupation-based 
services (9)  
o  o  o  o  












services (10)  
o  o  o  o  
I use occupation-
based models to 
guide my clinical 
reasoning when 
working with 
patients (11)  
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Q28 For barriers you identified, what strategies do you currently use or perceive you could use to 
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End of Block: Section III: Practice Statements 
 
 
